[
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH Ly IR 272
DEPARTMENT OF PUBLIC HEALTH AND WELFARE / STATE FILE MUMBER =
DO NOT WRITE AMENDED Registration District No, oo --y,? Prlmary Rugmrahon District No. _____l__-ﬂjnaegi;:ror'; No. ___y_ss __ ov
ON THIS STUB ——__F_I_I:EB_S-FPM :
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution; Residence bafore
. COUNTY a. STATE . COUNTY dmissi
V5 300 a : Jaokson Missourt Jackson scmission)
Rev. 4/59 % b. cmf (If outside corporate [imits, give TOWNSHIP oaly) Length of stay in 1b <. %LY Inside Limits
o}
2 TowN Kensas City 1 yr. OWN Rensas City Yo fg Ne D
1 ¢, FULL NAME OF Now sphel jocation) side Limits d. STREET (If cutside, give location} Reside on Farm
i HOSPITAL OR a owe H 8 ADDRESS
2 i g g g INSTITUTIO - & as o 101 &Bt Bsth. St. Yes [ Noﬂ
—SA-—Q' et
a 3. NAME OF DECEASED First Middle Last 4, DATE Menth Day Year
(e or o JAMES EVERETT ROYSE oEATH 8 30 62
4 o 5. SEX 6. COLOR OR RACE 7. Married [1 Never Married Jf |8. DATE OF BIRTH | 9- AGE {last birthday) ";UPLDER IDYEAR ':UNDER 1:.“'!
Widowed (O Divorced [J anths ays ours in.
5 Male White T=15=-42 | 20
R . B §0a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {(City and state or country) | 12. CITIZEN OF WHAT COUNTRY
6 W ring most of working life, even if retired)
z Yaborer General Laeborer | '
7 0 ~ 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—
o Stanley Royse Leah Baxter None
8 ) w 15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address K C .
< {Yes, pg, or unknown}] {If yes, give war or dates of service) . »
9. w feﬂ I - H )
o - 18. CAUSE OF DEATH (Enter only one cause per line l ), (b}, and {c). INTERVAL BETWEEN
10 < % PART . DEATH WAS CAUSED BY: ONSET AND DEATH
2 5 £ IMMEDIATE CAUSE (2)
n Q O - .
L0 —
pre] Q
12 q 3 o 5 =] Conditions, if any, DUE TO ’
}" ” G which gave rise to
= |[Z above cause (a),
13 I < stating the under- D
- Iying cause last. o1 !
g = PART il. OTHER SIGNIFICANT CONDlTlONS CONTRIBUTING TO DEATH but not relu!ewrhe terminal
e disffase condition RT | (a)
© g 4 y 7
z g A I O ¥ AL A
g - Y WAS AUTOPS . I 20b. DESERYLE HOH INJURY QOCCURRED, (Eniérgnafure of injury in PART | or PART 114
& & PERFORMED? O 2 (=) /) v
Q .
E - 0 NoD AL ,‘:!4"1 A { L APLAY (AL 4“ L7 ‘
3 SImET o g 7 7 7 w
< =] '
% g S P'm' [N b & _/_/‘l A .' //lti N AAANLAS ‘ -r-/"J M
= o 20d. INJURY QCCURREO By q Roe™H A OF 20f, CITY, TOWN, OR LOCATIOG , STATE
or -2} WHILE AT WORK [} hren, Mree 9 ica btdg " e:c] )
6 = NOT WHILE AT W?QK o "y ’l 7 + o .‘-’1 ] ‘ /4‘ /14’
“ ¢ o o - - - 3 R 2 e
s o E é é 21, | attended the deceased from_ ‘: i and last 98 i,:. alive on.
@ S o - Death occurred at. . m on the date stated above, and to the best of my knowledge, from the causes stated.
w — . .
g W 8 bl = 22a. SIGNATU| ree or fitle) - 725, ADDRESS 22, DATE SIGNED
I
P S M.D. Coroner |152 Uni - K, =31
< 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or tounty) {State)
o} =
2 L - -
b E 24. FUNERAL DIRECTOR - ADDRESS 25, DATE'RECD, BY LZAL REG.
v} > .
= 2] WEILERT FUNERAL EOMES(S)— S
(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER
Y
4
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
or by Student Embalmer No.
working under my personal supervision.
PP
Student Signed _ .
Signature of Student Embalmer
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).
if embalmed by a STUDENT, he also shall sign |n his OWN handwriting.
“ . * o If Fhis'body-is‘not embalmed, fact should-be -so stated above.
L N R TR € (T el PR VRIS S ¢ SR CEL SN Oor-nen Lzromol




